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LINE 48. TOTAL CLIENT DAYS. The total number of client days is the actual
days of care rendered to clients for the period. The day of admission is
counted but not the day of discharge or death. Paid reserve days must be
included as client days. See K.A.R. 30-10-200. e total client days must

agree with the 12-month total of client days as submitted on form AU 3902.

OCCUPANCY PERCENTAGE: Agency staff will determine this percentage.

TOTAL MEDICAID/MEDIKAN DAYS: Enter the total number of Medicaid/Medikan
days reported on the Au 3902's. Partial as well as full paid days must
be included.

LINE 50. AGENCY USE ONLY.

LINE 51. If the provider is a public held entity, provide annual reports
and Form 10-K.

C) Declaration by Owner and Preparer: The cost report is not considered
complete unless signed by a representative of the facility (i.e. owner,
officer, administrator, etc.) and the preparer. PLEASE READ DECLARATION
STATEMENT.

SCHEDULE A - EXPENSE STATEMENT
ATTACH A COPY OF THE SUMMARY PAGE OF THE BUDGET.

Report expenses in the AMOUNT column. List the source of the expense in the
SOURCE colunmn. The expenses should be referenced to the actual expense
colunmn of the budget where possible. Please use the following abbreviations:

0.C. = Object Code
P.C. = Program Code
S.C. = Source Code

1f it is not possible to refer directly to the budget, reference to a
workpaper and attach a copy.

Fiscal Year Budget. Fill in the fiscal year of the budget referred to
in the Source column.
Line ) - Total Budget Expenditures. Report total expenditures from LIne 40

of the budget summary page.
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General Adijustments. Report adjustments used to derive Total Medicaid

~ Expenditures from Total Budget Expenditures.
Lines 2, 3, & . Report amounts from the most current Central Office

Allocation memo prepared by the Fiscal Management Section of Mental Health
& Retardation Services. Attach a copy to the cost report.

Line 5 - Deprecjation Expense. Report the amount shown on the Agency Total

Line in the Current depreciation (CUR-DEPR) column of the inventory
depreciation. If adjustments are required to current depreciation, attach
a schedule detailing the adjustment.

Lines 6, 7, & 8. Report any other additions to the Total Budget Expenditures
(Example: Laundry expense allocation from Topeka State Hospital to Kansas

Neurological Institute).

Lines 11, 12, & 13. Report the amounts from the budget as noted on the cost
report.

Lines 14, 15, & 16. Report any other reductions to the Total Budget
Expenditures (Example: Meals charged to TSH by KNI).

Line 20 -~ Total Medicaid Expenditures. Total of Line 1 plus Lines 2 through
8 and less Lines 11 through 16.

Non-Patient Related Expenses. Report non-client related expenses less any

revenue offsets.

e 21 - SRS ce. Report any costs associated with the maintenance
of a SRS Area Office at the facility.

Line 22 - Sheltered Living. Report any costs associated with the Sheltered

Living Program.

ine 2 & . Report any other non-client related expenses.
0 - elate ures. Line 20 less Lines 21 through 25.
e ed nditures. Move the amount on Line 30 to the

; ' top of Page 2.

Revenues. Report revenues from the General Fee Fund on the appropriate line
in the Total Revenue column. Common types of revenue have been listed and.
their source codes shown. Specify other types on the blank lines and list
their sources. If more lines are needed use one blank line as & summary and
attach a sheet listing the revenues.
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Report the revenue to be offset in the Revenue Offset Column. The revenue
offset is not to exceed the related expense. For example, the facility
receives $1,000 rental income and the expenses related to this income
(supplies, repairs, utilities, etc.) total $750. Therefore report $1000 in
the Total Revenue column and $750 in the Revenue Offset column. Do not
report a revenue offset for expenses disallowed as non-client related. For
example, rental revenue received from the SRS Area Office is not to be offset
as the cost of maintaining the area office is disallowed as non-client

related on Line 21.

Line 49 ~ Total Revenue Offset. Report the total of the Revenue Offset

column.

Line 50 - Net cClient Related enditures. Line 30A less Line 49.

Non-Reimbursable Expenses. Report non-reimbursable expenses.
Line 51 - Foster Grandpaxent grog;am. Report the cost of the Federal portion

of the Foster Grandparent Program.

Line 52 - Clothing for Clients. Report the cost of clothing purchased for

clients.

ine 54, & 55. Report the percentage of the Barber's Cosmetologist's,
and Chaplin's time devoted to non-reimbursable activities. Report that
portion of their salaries and fringe in the AMOUNT column.

ine - i s e ces. Report the cost of religious items
and services.

Lines 57 & 58. Report any other non-reimbursable expense.

ine ~ imbursable ures. Record the total of Line 50 less
Lines 51 through 58.
uc enses. The education portion of the following expenses are non-
reimbursable. : . :
e - ecia ducatio ts. Report cost of special education
contracts. .
e - - t . Report non-contractual special

education costs.

e_6 & 67. Calculate the amount to be reported by
determining the percentage of the educational square footage to total square
footage and reporting this percentage of these expenses. Attach a copy of
the workpaper.
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Line 68 ~ Telephone. <Calculate the amount to be reported by determining the

percentage of educational telephones to total telephones and reporting this
M percentage of the telephone expense.

Line_ 69. Report any other educational expenses. Attach a schedule if
additional lines are needed.

Line 70 - Total Education Expenses. Record the total of lines 61 through 69.

Line_75 ~ Net Non-Educational Expenditure. Line 60 less Line 70.
Line 75A - Net Non-Educational Expenditures. Move the amount on Line 75 to

the top of Page 3.

Lines 76, 77, & 78. Report any other adjustments needed.

Line 80 - Total Allowable Expenditures. Line 75A plus or minus Lines 76

through 78.

SRS Officelof Audit Services Adijustments. DO NOT WRITE BELOW LINE 80. This

section is reserved for AGENCY USE ONLY.

SCHEDULE B - SATLARIES & WAGES

Line 1 - Total Salarjes and Wages. Report the amount of Object Code 100 from
the budget summary page.

Adjustments. Report the amount of salaries and fringe for each of the
programs or employees listed. Use the blank lines for any other adjustments

to Total Salaries and Wages.

e - Tota wa a W s. Record the total of Line 1
less Lines 2 through 9.

SRS Audit Section Adjustments. DO NOT WRITE BELOW LINE 10. This section is

reserved for AGENCY USE ONLY. .
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wmu%:;;&jﬁmum FINANCIAL REPORT FOR STATE ICF-MR FACILITIES
: . REV.10-8
ACENCY USE (RaY T —
SEND TO: . )
KANSAS DEPT OF SOCIAL & REHABILITATION SERVICES 1,2)
AORA—SERVICESCOiEssioN Mentr/ Mealth v 'fehfv/"""“""'
q/5 Sw Neerison (3,8)
TOPERA,—XS 6506 Daoking State offics B/JL Sk Floor . ——
Topeka, KS 66472 (5,6)
INSTRUCTIONS AND AMENDHENTS ARE AN INTEGRAL PART OF THIS REPORT. YOU MUST READ THEM BEFORE COMPLETING.
PROVIDER 10 NUMBER 11. EMPLOYER'S FECERAL 10 NUMBER
12. PROVIDER NAME ‘ 13. FACILITY NAHE
14. & 15. FACILITY ADORESS (SIREET, CITY, STATE, ZIP)
16. ADHINISTRATOR'S MAME 17. PHONE ¢ 16. REPORT PERIOD 19. FISCAL YEAR END
( ) '
10 _
CHECK DMLY OKE  21.___ EXISTING FACILITY (HISTORICAL)  22. NEW_PROVIDER (PROJECTED)
- 23 NEW FACILITY (PROJECTEO) 26.____ HISTORICAL R/Y SAME AS PROJECTED PERIOD
25. HISTORICAL F/Y OVERLAPS PROJECTION PER100 '
CHECK OHLY ONE  26. SOLE PROPRIE TORSHIP 27, _PARTNERSHIP 28, CORPORAT LON-PROF T
29. CORPORATION-NON PROFIT 30, CITY OWNED  31. COUNTY OWNED
32. OTHER (SPECIFY)
FACILITY BEDS (1) BEG OF PERIOD {(2) INCREASZ (DECR) | (3) DAIE OF CHANGE ] (4) END OF PERIOD
41. SKILLED
42. INTERMEDIATE
43. HENTALLY RETARDED
aa. OTHER
45. TOTAL LICENSED 8EDS
46. TOTAL BEDS AVAILABLE
48. TOTAL INPATIENT OAYS (ALL PATIENTS FROM AU-3902) (&)
OCCUPANCY_PERCENTAGE (AGENCY USE)
TOTAL MEDICALD OAYS (5)
50. AGENCY USE ONLY 5003 5004 5005

S1. If PROVIDER IS A CORPORATION, S IT A PUBLICLY HELO CORPORATION? I l YES l I NO

C. DECLARATION BY OWNER AMD PREPARER: I DECLARE THAT I HAYE EXAMINED THIS COST REPGRY, INCLUDING
ACCOMPANY.ING SCHEDULES AND STATEMENTS, ANO TO THE BEST OF MY KNOWLEDGE ANO 8ELIEF, IT IS TRUE, CORRECT,
CGMPLETE, AND IN AGRECHENT WITH RELATED BOOKS AND FEDERAL INCOME TAX RETURN EXCEPT AS EXPLAINED IN THE
RECONCILIATION AND THAT ALL MATERIAL TRANSACTIONS WITH OWNERS OR OTHER RELATED PARTIES HAVE BEEN SUWMMARIZED
ON APPRCPRIATE SCHEDIRES. I UNDERSTAND THAT MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION SET FORTH
IN THIS COST REPORT HAY BE PROSECUTED UNDER APPLICABLE FEDERAL AND/OR STATE LAW. DECLARATION OF PREPARER
OTHER THAN OWNER IS BASED ON ALL INFORMATION OF WHICH THE PREPAREI! HAS ANY NHOWLEOCE.

YOUR SIGNATURE TITLE/POSITION DATE PREPARER'S SITNATURE TITLE/POSITION DATE

PREPARER'S ADORESS ( STREEY, CITY, STATE, 1iP) PHINE #
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30.

KANSAS MEDICAID STATE PLAN

Fiscal Year . Budget
Total Budget Expenditures

General Adjustments

Additions:

Allocatiopn of Agency 628
Mental Hospital Training Fund
Department of Administration -
Depreciation Expense

Other:
Other:
Other:

Subtractions:
Capital Improvements
Capital Outlays
Non-expense Items
Other:
Other:
Other:

Total Medicaid Expenditures

Non-Patient Related Expenditures

SRS Area Office
Sheltered Living

Patient Related Expenditures
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Rev. 10/86

SQURCE

DA406R Line 40
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Provider No.

30A. Patient Related Expenditures

. Ravenue
Total Revenue
Revenue  Qffset
31. Educ. & Librarian ( ) DA404R S.C, 2050
, 32. Care & Hospital ( ) DA404R S5.C., 20680
33. Sale of Equipment ( ) DA404R S,C. 72260
34. Meals & Food ( ) DA404R 5.C, 2270
35. State Build Space ( ) DA404R S5.C. 3130
36. Curr Exp Recovery ( ) DA404R 8.C, 6211
37. Prior Exp Recovery % ; DA404R $.C. 6901
38. :
39. 1 )
40, ( )
41, ( ) )
49. Total Revenue Offset (— )

50. Net Patient Related Expenditures

Non-Reimbursable Expenses

51. Foster Grandparent Program
52. Clothing for Residents

{ )

( )
63. Barber Salary & Fringe (—%) « )
64. Cosmetologist Salary & Fringe(___%) ( )
55. Chaplin Salary & Fringe (%) ( )
56. Religious Items and Services ( )
57. ( )
58. ( )

60. Net. Reimbursable Expenditures

»

Education Expense .

61. Special Educ Contracts (
62. Special Educ Non-contract(
63. Maint. Salary & Benefits (
64. Utilities [ G
65. Repair & Maintenance %________
(
(
(

66. Maintenance Supplies
67. Depreciation

68. Telephone

69.
70. Total Education Expense e )

Nl ot i Nt Nt S S S S

75. Net Non-Educational Expenditures
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Provider No.

T5A. Net Non-Educational Expenditﬁres

. Other
76.

7.

78.

80. Total Allowable Expenditures

81.

82.

83.

84.

85.

86.

83. Total SRS Adjustments

90. Total Adjusted Allowable Expenditures
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Total Salaries and Wages
Adjustments

Foster Grandparent Program’
Barber

Cosmetologist

Chaplin

Education

e WA WML Ve b g
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Rev. 10/88

Provider No.

AMQUNT SQURCE

DA40E6R O.C, 100

PPN~~~

Total Allowable Salaries & Wages

Total SRS Adjustments
Total Adjusted Salaries & Wages
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